A 28-year-old man with a T12 incomplete paraplegia after a spinal cord injury (SCI) was referred for weight management in October 2011. He reported a weight gain from about 120 to 180.3 kg since his SCI. He put on a further 11.4 kg in January 2012 despite intensive dietetic treatment, including very low-caloric diet, anti obesity medication and active physiotherapy programme. He had undergone an uncomplicated laparoscopic Roux-en-Y gastric bypass successfully in March 2012. For the first 7 months after surgery, his total weight loss was 32.4 kg. He has shown functional improvement (6 min walking distance and Berg balance score). There were important improvements in body mass index; waist circumference; mid-upper arm circumference; triceps-skinfold thickness; mid-arm muscle circumference; total cholesterol; high-density lipoprotein-cholesterol; and low-density lipoproteincholesterol and triglycerides. This report describes the first UK morbidly obese SCI patient who has undergone gastric bypass surgery and highlights the provision of bariatric surgery as an option to consider if all nonsurgical interventions have been tried. 
INTRODUCTION

Obesity is common after spinal cord injury (SCI)
. A recent UK-based multicentre study found 45% of patients were overweight and 15.3% were obese. 1 Obesity is recognised as both a cause and consequences of the disease, and it has been shown to be associated with poorer clinical outcomes and increased healthcare costs. 2 Yet, many patients, allied health professionals and hospital managers do not realise how common obesity is in hospitalised patients, 3 and, if ignored, this could cause a real problem, including the development of chronic nutrition-related complications. 2 Reasons for the obesity after SCI are multifactorial and include the physiological, psychological and social changes associated with ageing, which affect food intake and body weight, exacerbated by the presence of illness. In the longer term, there seems to be a tendency for a person with SCI to gain weight over time. Energy tends to decrease as a function of time post-injury relative to the loss of muscle mass. The recommendation has been made that desirable body weights for persons with SCI may be lower than that for others. 4 
CASE REPORT
A 28-year-old man (1.8 m height) was admitted to the National Spinal Injuries Centre (NSIC) at Stoke Mandeville Hospital in July 2011 for intensive in-patient SCI rehabilitation. Four months before the admission, he sustained a gun-shot injury to the thoraco-lumbar spine resulting in an SCI. On examination, he presented with an incomplete sensory and motor neurological deficit and was classified as a T12 incomplete paraplegia (American Spinal Injury Association Impairment Scale (AIS): C); motor and sensory function preserve and more than half of the key muscles below the neurological level have muscle grade less than 3.
From the very early stage of his rehabilitation programme, the multidisciplinary team (MDT) has identified his excessive weight as a main impeding factor for his functional recovery and success in achieving his rehabilitation goals. He was referred to the dietitian for weight management in October 2011. He reported a weight increase from about 120 to 180.3 kg since his SCI. He reported no other diseases, in particular, no neuropsychiatric problems. Despite intensive dietetic treatment including very low-caloric diet (900 kcal), anti obesity medication (Orlistat) and an active physiotherapy programme, he put on a further 11.4 kg by January 2012. His body mass index (BMI) had increased from 45 to 59.8. This had significantly affected his ability to perform activities of daily living, including transferring and mobilising.
Considering his significant morbidity and mortality risk, 2 muscular-skeletal pain and mechanical stress to the lower limb joints, all leading to a very poor functional outcome despite a potential for a significant neurological recovery, an application for bariatric surgery was submitted. His case was approved by his care provider, and he successfully underwent an uncomplicated laparoscopic Roux-en-Y gastric bypass in March 2012. After his bariatric surgery, he has shown a gradual functional [5] [6] and anthropometric improvement, over a period of 7 months. His laboratory investigations have also been encouraging Table 1 .
He is now able to don and doff his ankle splints independently, ascend and descend stairs with aids, but otherwise unassisted, and get himself on and off the floor.
The patient was offered psychological support before and after surgery.
2 This included two pre-and one post-operative individual session with clinical psychologist. These sessions included an assessment of behavioural risk and collaborative development of coping strategies to manage the required adjustments in eating behaviour and resulting cognitions and emotions. The postoperative period was uneventful. After surgery, the patient reported an increase in the internal locus of control and optimism for the future.
He was discharged with a prescription for a general multivitamin/ mineral preparation, vitamin D and thiamine supplements. A structured follow-up programme was in place that included 6 weeks post-discharge outpatient appointments in an MDT setting, followed by 3 monthly, 6 monthly and an annual follow-up.
Neurogenic bowel dysfunction after SCI is highly prevalent and may result in both constipation and faecal incontinence, 7 impacting significantly on the quality of life. Morbid obesity may result in diarrhoea, constipation and faecal incontinence, whereas bariatric surgery may reduce faecal incontinence. 8 In this individual with incomplete SCI, bowel function pre-and postsurgery was within normal limits, but we recognise the importance of assessing bowel function pre-and postoperatively and to manage the impact of surgery in individuals with existing neurogenic bowel dysfunction.
DISCUSSION
The Edwin Smith papyrus described that the SCI is 'an ailment not to be treated'. 9 In ancient times, the knowledge and resources required to enable SCI patients to recover and return to their normal life were very limited. Indeed, during the first world war, 90% of patients who suffered an SCI died within a year of being wounded, and only about 1% survived more than 20 years. This has greatly improved since the introduction of modern multidisciplinary and comprehensive SCI management by Sir Ludwig Guttmann. 10 As life expectancy improves, obesity becomes an unavoidable issue in SCI patients due to enforced inactivity secondary to paralysis and subsequent change in body composition.
The provision of bariatric surgery to all patients with obesity would not be practical; however, we must take into account the potential benefits of reducing/reversing comorbid conditions in order to ensure that bariatric surgery is as cost-effective intervention as possible. 2, 11 This is the first reported case that describes a morbidly obese patient with SCI who has undergone gastric bypass surgery in a UK-based SCI centre. It highlights the provision of bariatric surgery as an important option to consider if all nonsurgical interventions have been tried. 2 We hope that the presentation of this case will be useful to health-care professionals in dealing with similar cases. Abbreviations: HDL, high-density lipoprotein; LDL, low-density lipoprotein.
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